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DISPOSITION OF SECTIONS FORMERLY CODIFIED IN THIS CHAPTER
284-66-070 Reserved. [Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470,

48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130, 48.46.200, 48.66.041,
48.66.050, 48.66.100, 48.66.110, 48.66.120, 48.66.130, 48.66.150 and 48.66.160. WSR
90-07-059 (Order R 90-4), § 284-66-070, filed 3/20/90, effective 4/20/90.] Repealed by
WSR 92-06-021 (Order R 92-1), filed 2/25/92, effective 3/27/92. Statutory Authority: RCW
48.02.060, 48.20.450, 48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070,
48.46.030, 48.46.130 and 48.46.200.

284-66-077 Open enrollment. [Statutory Authority: RCW 48.02.060, 48.66.041 and 48.66.165. WSR
96-09-047 (Matter No. R 96-2), § 284-66-077, filed 4/11/96, effective 5/12/96. Statutory
Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 48.30.010, 48.44.020,
48.44.050, 48.44.070, 48.46.030, 48.46.130 and 48.46.200. WSR 92-06-021 (Order R 92-1), §
284-66-077, filed 2/25/92, effective 3/27/92.] Repealed by WSR 05-17-019 (Matter No. R
2004-08), filed 8/4/05, effective 9/4/05. Statutory Authority: RCW 48.02.060 and
48.66.165.

284-66-090 Form for "outline of coverage." [Statutory Authority: RCW 48.02.060, 48.20.450,
48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130,
48.46.200, 48.66.041, 48.66.050, 48.66.100, 48.66.110, 48.66.120, 48.66.130, 48.66.150
and 48.66.160. WSR 90-07-059 (Order R 90-4), § 284-66-090, filed 3/20/90, effective
4/20/90.] Repealed by WSR 92-06-021 (Order R 92-1), filed 2/25/92, effective 3/27/92.
Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 48.30.010,
48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130 and 48.46.200.

284-66-092 Form of "outline of coverage." [Statutory Authority: RCW 48.06.060 and 48.66.165. WSR
07-06-014 (Matter No. R 2006-13), § 284-66-092, filed 2/26/07, effective 3/29/07. Statu-
tory Authority: RCW 48.02.060 and 48.66.165. WSR 05-17-019 (Matter No. R 2004-08), §
284-66-092, filed 8/4/05, effective 9/4/05. Statutory Authority: RCW 48.02.060. WSR
92-17-078 (Order R 92-7), § 284-66-092, filed 8/19/92, effective 9/19/92. Statutory Au-
thority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050,
48.44.070, 48.46.030, 48.46.130 and 48.46.200. WSR 92-06-021 (Order R 92-1), §
284-66-092, filed 2/25/92, effective 3/27/92.] Repealed by WSR 09-24-052 (Matter No. R
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284-66-100

284-66-140

284-66-150

284-66-180

284-66-190

284-66-230

284-66-247

2009-08), filed 11/24/09, effective 1/19/10. Statutory Authority: RCW 48.66.030 (3) (a),
48.66.041, and 48.66.165.

Form for 1990 adjustment notice to accompany outline of coverage. [Statutory Authority:
RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050,
48.44.070, 48.46.030, 48.46.130, 48.46.200, 48.66.041, 48.66.050, 48.66.100, 48.66.110,
48.66.120, 48.66.130, 48.66.150 and 48.66.160. WSR 90-07-059 (Order R 90-4), §
284-66-100, filed 3/20/90, effective 4/20/90.] Repealed by WSR 92-06-021 (Order R 92-1),
filed 2/25/92, effective 3/27/92. Statutory Authority: RCW 48.02.060, 48.20.450,
48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130
and 48.46.200.

Form for "replacement notice to applicant" for other than direct response insurers.
[Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 48.30.010,
48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130, 48.46.200, 48.66.041, 48.66.050,
48.66.100, 48.66.110, 48.66.120, 48.66.130, 48.66.150 and 48.66.160. WSR 90-07-059 (Order
R 90-4), § 284-66-140, filed 3/20/90, effective 4/20/90.] Repealed by WSR 92-06-021 (Or-
der R 92-1), filed 2/25/92, effective 3/27/92. Statutory Authority: RCW 48.02.060,
48.20.450, 48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030,
48.46.130 and 48.46.200.

Form for "replacement notice to applicant" by direct response insurers. [Statutory Au-
thority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050,
48.44.070, 48.46.030, 48.46.130, 48.46.200, 48.66.041, 48.66.050, 48.66.100, 48.66.110,
48.66.120, 48.66.130, 48.66.150 and 48.66.160. WSR 90-07-059 (Order R 90-4), §
284-66-150, filed 3/20/90, effective 4/20/90.] Repealed by WSR 92-06-021 (Order R 92-1),
filed 2/25/92, effective 3/27/92. Statutory Authority: RCW 48.02.060, 48.20.450,
48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130
and 48.46.200.

Continuous renewability required. [Statutory Authority: RCW 48.02.060, 48.20.450,
48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130,
48.46.200, 48.66.041, 48.66.050, 48.66.100, 48.66.110, 48.66.120, 48.66.130, 48.66.150
and 48.66.160. WSR 90-07-059 (Order R 90-4), § 284-66-180, filed 3/20/90, effective
4/20/90.] Repealed by WSR 92-06-021 (Order R 92-1), filed 2/25/92, effective 3/27/92.
Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 48.30.010,
48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130 and 48.46.200.

Offer of reinstitution of coverage. [Statutory Authority: RCW 48.02.060, 48.20.450,
48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130,
48.46.200, 48.66.041, 48.66.050, 48.66.100, 48.66.110, 48.66.120, 48.66.130, 48.66.150
and 48.66.160. WSR 90-07-059 (Order R 90-4), § 284-66-190, filed 3/20/90, effective
4/20/90.] Repealed by WSR 92-06-021 (Order R 92-1), filed 2/25/92, effective 3/27/92.
Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 48.30.010,
48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130 and 48.46.200.

Form for reporting medicare supplement loss ratio experience. [Statutory Authority: RCW
48.02.060, 48.20.450, 48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070,
48.46.030, 48.46.130, 48.46.200, 48.66.041, 48.66.050, 48.66.100, 48.66.110, 48.66.120,
48.66.130, 48.66.150 and 48.66.160. WSR 90-07-059 (Order R 90-4), § 284-66-230, filed
3/20/90, effective 4/20/90.] Repealed by WSR 92-06-021 (Order 92-1), filed 2/25/92, ef-
fective 3/27/92. Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470,
48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130 and 48.46.200.

Interim rate and form filing requirements for standardized plans H, I and J and prestan-
dardized plans that include outpatient prescription drug benefits. [Statutory Authority:
RCW 48.02.060 and 48.66.165. WSR 05-17-019 (Matter No. R 2004-08), § 284-66-247, filed
8/4/05, effective 9/4/05.] Repealed by WSR 09-24-052 (Matter No. R 2009-08), filed
11/24/09, effective 1/19/10. Statutory Authority: RCW 48.66.030 (3) (a), 48.66.041, and
48.66.165.

WAC 284-66-010 Purpose. The purpose of this chapter is to sup-
plement the requirements of chapter 48.66 RCW, the Medicare Supplemen-
tal Health Insurance Act; to assure the orderly implementation and
conversion of medicare supplement insurance benefits and premiums due
to changes in the federal medicare program; to provide for the reason-
able simplification and standardization of the coverage, terms, and
benefits of medicare supplement insurance policies and certificates,
and to eliminate policy provisions that may duplicate medicare bene-
fits as the federal medicare program changes; to facilitate public un-
derstanding and comparison of policies and to eliminate provisions
contained in policies that may be misleading or confusing; to estab-
lish minimum standards for medicare supplement insurance, an "outline
of coverage" and other disclosure requirements; to prohibit the use of
certain provisions in medicare supplemental insurance policies; to de-
fine and prohibit certain acts and practices as unfair methods of com-
petition or unfair or deceptive acts or practices; and to establish
loss ratio requirements, policy reserves, filing and reporting proce-

dures.
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[Statutory Authority: RCW 48.02.060 and 48.66.165. WSR 05-17-019 (Mat-
ter No. R 2004-08), § 284-66-010, filed 8/4/05, effective 9/4/05.
Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470,
48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130 and
48.46.200. WSR 92-06-021 (Order R 92-1), § 284-66-010, filed 2/25/92,
effective 3/27/92. Statutory Authority: RCW 48.02.060, 48.20.450,
48.20.4060, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070,
48.46.030, 48.46.130, 48.46.200, 48.66.041, 48.66.050, 48.66.100,
48.66.110, 48.66.120, 48.66.130, 48.66.150 and 48.66.160. WSR
90-07-059 (Order R 90-4), § 284-66-010, filed 3/20/90, effective
4/20/90.]

WAC 284-66-020 Applicability and scope. (1) Subject to subsec-
tion (2) of this section, except as provided by federal law, chapter
48.66 RCW, or as otherwise specifically provided by this chapter, this
chapter applies to every group and individual policy of disability in-
surance and to every subscriber contract of an issuer (other than a
policy issued under a contract provided for in section 1876 of the So-
cial Security Act [42 U.S.C. section 1395 et seqg.] or an issued policy
under a demonstration project specified in 42 U.S.C. section 1395ss
(g) (1)), that relates its benefits to medicare, or is advertised, mar-
keted, or designed primarily as a supplement to reimbursements under
medicare for the hospital, medical, or surgical expenses of persons
eligible for medicare. All such policies or contracts are referred to
in this chapter as "medicare supplemental insurance" or "medicare sup-
plement insurance policy" or "medicare supplement coverage."

(2) (a) Medicare supplement insurance policies delivered before
January 1, 1989, that are renewable solely at the option of the insur-
ed by the timely payment of premium are subject to the provisions of
this chapter except with respect to WAC 284-66-060, 284-66-200,
284-66-210, 284-66-310, and 284-66-350. To the extent that the provi-
sions of this chapter do not apply to these policies, chapter 284-55
WAC applies.

(b) Medicare supplement insurance policies delivered between Jan-
uary 1, 1989, and December 31, 1989, that are renewable solely at the
option of the insured by the timely payment of premium are governed by
this chapter except with respect to the requirements of WAC 284-66-210
and 284-66-350.

[Statutory Authority: RCW 48.02.060 and 48.66.165. WSR 05-17-019 (Mat-
ter No. R 2004-08), § 284-66-020, filed 8/4/05, effective 9/4/05.
Statutory Authority: RCW 48.02.060, 48.66.041 and 48.66.165. WSR
96-09-047 (Matter No. R 96-2), § 284-66-020, filed 4/11/96, effective
5/12/96. Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460,
48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030,
48.46.130 and 48.46.200. WSR 92-06-021 (Order R 92-1), § 284-66-020,
filed 2/25/92, effective 3/27/92. Statutory Authority: RCW 48.02.060,
48.20.450, 48.20.4060, 48.20.470, 48.30.010, 48.44.020, 48.44.050,
48.44.070, 48.46.030, 48.46.130, 48.46.200, 48.66.041, 48.66.050,
48.66.100, 48.66.110, 48.66.120, 48.66.130, 48.66.150 and 48.66.160.
WSR 90-07-059 (Order R 90-4), § 284-66-020, filed 3/20/90, effective
4/20/90.]

Reviser's note: The brackets and enclosed material in the text of the above section occurred in
the copy filed by the agency.
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WAC 284-66-030 Definitions. For purposes of this chapter:

(1) "Applicant" means:

(a) In the case of an individual medicare supplement insurance
policy, the person who seeks to contract for insurance benefits; and

(b) In the case of a group medicare supplement insurance policy,
the proposed certificate holder.

(2) "Certificate" means any certificate delivered or issued for
delivery 1in this state under a group medicare supplement insurance
policy regardless of the situs of the group master policy.

(3) "Certificate form" means the form on which the certificate 1is
delivered or issued for delivery by the issuer.
(4) "Issuer" includes insurance companies, fraternal benefit so-

cieties, health care service contractors, health maintenance organiza-
tions, and any other entity delivering or issuing for delivery medi-
care supplement policies or certificates.

(5) "Direct response issuer" means an issuer who, as to a partic-
ular transaction, 1is transacting insurance directly with a potential
insured without solicitation by, or the intervention of, a licensed
insurance producer.

(6) "Disability dinsurance" 1is insurance against bodily injury,
disablement or death by accident, against disablement resulting from
sickness, and every insurance relating to disability insurance. For
purposes of this chapter, disability insurance includes policies or
contracts offered by any issuer.

(7) "Health care expense costs, " for purposes of WAC
284-66-200(4), means expenses of a health maintenance organization or
health care service contractor associated with the delivery of health
care services that are analogous to incurred losses of insurers.

(8) "Policy" includes agreements or contracts issued by any issu-
er.

(9) "Policy form" means the form on which the policy is delivered
or issued for delivery by the issuer.

(10) "Premium" means all sums charged, received, or deposited as

consideration for a medicare supplement insurance policy or the con-
tinuance thereof. An assessment or a membership, contract, survey, in-
spection, service, or other similar fee or charge made by the issuer
in consideration for the policy is deemed part of the premium. "Earned
premium”" means the "premium" applicable to an accounting period wheth-
er received before, during or after that period.

(11) "Prestandardized medicare supplement benefit plan," "pre-
standardized benefit plan" or "prestandardized plan" means a group oOr
individual policy of medicare supplement insurance issued prior to
January 1, 1990.

(12) "Replacement" means any transaction where new medicare sup-
plement coverage is to be purchased, and it is known or should be
known to the proposing insurance producer or other representative of
the issuer, or to the proposing issuer if there is no insurance pro-
ducer, that by reason of the transaction, existing medicare supplement
coverage has been or is to be lapsed, surrendered or otherwise termi-
nated.

(13) "Secretary" means the Secretary of the United States Depart-
ment of Health and Human Services.

(14) "1990 standardized medicare supplement benefit plan" means a
group or individual policy of medicare supplement insurance issued on
or after January 1, 1990, and prior to June 1, 2010, and includes med-
icare supplement insurance policies and certificates renewed on or af-
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ter that date which are not replaced by the issuer at the request of
the insured.

(15) "2010 standardized medicare supplement benefit plan" or
"2010 plan" means a group or individual policy of medicare supplement
insurance with an effective date for coverage on or after June 1,
2010.

[Statutory Authority: RCW 48.02.060 (3) (a) and 48.17.010(5). WSR
11-01-159 (Matter No. R 2010-09), § 284-66-030, filed 12/22/10, effec-
tive 1/22/11. Statutory Authority: RCW 48.66.030 (3) (a), 48.66.041,
and 48.66.165. WSR 09-24-052 (Matter No. R 2009-08), § 284-66-030,
filed 11/24/09, effective 1/19/10. Statutory Authority: RCW 48.02.060
and 48.66.165. WSR 05-17-019 (Matter No. R 2004-08), § 284-66-030,
filed 8/4/05, effective 9/4/05. Statutory Authority: RCW 48.02.060,
48.20.450, 48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050,
48.44.070, 48.46.030, 48.46.130 and 48.46.200. WSR 92-06-021 (Order R
92-1), § 284-66-030, filed 2/25/92, effective 3/27/92. Statutory Au-
thority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 48.30.010,
48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130, 48.46.200,
48.66.041, 48.66.050, 48.66.100, 48.66.110, 48.66.120, 48.66.130,
48.66.150 and 48.66.160. WSR 90-07-059 (Order R 90-4), § 284-66-030,
filed 3/20/90, effective 4/20/90.]

WAC 284-66-040 Policy definitions and terms. No policy or cer-
tificate may be advertised, solicited, issued for delivery in this
state as a medicare supplement insurance policy or certificate unless
the policy or certificate contains definitions or terms that conform
to the requirements of this section.

(1) "Accident," "accidental injury," or "accidental means" must
be defined to employ "result" language and may not include words that
establish an accidental means test or use words such as "external, vi-
olent, visible wounds" or similar words or description or characteri-
zation.

(a) The definition may not be more restrictive than the follow-
ing: "Injury or injuries for which benefits are provided means acci-
dental bodily injury sustained by the insured person that is the di-
rect result of an accident, independent of disease or bodily infirmity
or any other cause, and occurs while insurance coverage is in force."

(b) The definition may provide that injuries do not include those
injuries for which benefits are provided under any workers' compensa-
tion, employer's liability or similar law, or motor vehicle no-fault
plan, unless prohibited by law.

(2) "Benefit period" or "medicare benefit period" may not be de-
fined more restrictively than as defined in the medicare program.
(3) "Convalescent nursing home," "extended care facility," or

"skilled nursing facility" may not be defined more restrictively than
as defined in the medicare program.

(4) "Hospital" may be defined in relation to its status, facili-
ties and available services or to reflect its accreditation by the
Joint Commission on Accreditation of Health Care Organizations, but
not more restrictively than as defined in the medicare program.

(5) "Medicare" must be defined in the policy and certificate as
"The Health Insurance for the Aged Act, Title XVIII of the Social Se-
curity Amendments of 1965 as then constituted or later amended."
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(6) "Medicare eligible expenses" means expenses of the kinds cov-
ered by medicare Parts A and B, to the extent recognized as reasonable
and medically necessary by medicare.

(7) "Physician" may not be defined more restrictively than as de-
fined in the medicare program.

(8) "Sickness" may not be defined to be more restrictive than the
following: "Sickness means illness or disease of an insured person
that first manifests itself after the effective date of insurance and
while the insurance is in force." The definition may be further modi-
fied to exclude sicknesses or diseases for which benefits are provided
under any workers' compensation, occupational disease, employer's lia-
bility, or similar law.

[Statutory Authority: RCW 48.02.060 and 48.66.165. WSR 05-17-019 (Mat-
ter No. R 2004-08), § 284-66-040, filed 8/4/05, effective 9/4/05.
Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470,
48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130 and
48.46.200. WSR 92-06-021 (Order R 92-1), § 284-66-040, filed 2/25/92,
effective 3/27/92. Statutory Authority: RCW 48.02.060, 48.20.450,
48.20.4060, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070,
48.46.030, 48.46.130, 48.46.200, 48.66.041, 48.66.050, 48.66.100,
48.66.110, 48.66.120, 48.66.130, 48.66.150 and 48.66.160. WSR
90-07-059 (Order R 90-4), § 284-66-040, filed 3/20/90, effective
4/20/90.]

WAC 284-66-050 Policy provisions. (1) No policy may be adver-
tised, solicited, or issued for delivery in this state as a medicare
supplement insurance policy unless it meets or exceeds the require-
ments imposed by chapter 48.66 RCW.

(2) A medicare supplement policy or certificate in force in this
state may not contain benefits that duplicate benefits provided by
medicare.

(3) Except for permitted preexisting condition clauses as descri-
bed in WAC 284-66-063 (1) (a) no policy or certificate may be adver-
tised, solicited, or issued for delivery in this state as a medicare
supplement policy if the policy or certificate contains limitations or
exclusions on coverage that are more restrictive than those of medi-
care.

(4) The terms "medicare supplement," "medicare wrap-around,"
"Medigap," or words of similar import may not be used to describe an
insurance policy unless the policy is issued in compliance with chap-
ter 48.66 RCW and this chapter.

(5) Subject to WAC 284-66-063 (1) (c), a medicare supplement poli-
cy with benefits for outpatient prescription drugs in existence before
January 1, 2006, must be renewed for current policyholders who do not
enroll in Part D at the option of the policyholder.

(6) A medicare supplement policy with benefits for outpatient
prescription drugs may not be issued after December 31, 2005.

(7) After December 31, 2005, a medicare supplement policy with
benefits for outpatient prescription drugs may not be renewed after
the policyholder enrolls in medicare Part D unless:

(a) The policy is modified to eliminate outpatient prescription
coverage for expenses of outpatient prescription drugs incurred after
the effective date of the individual's coverage under a Part D plan;
and
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(b) Premiums are adjusted to reflect the elimination of outpa-
tient prescription drug coverage at the time of medicare Part D en-
rollment, accounting for any claims paid, if applicable.

[Statutory Authority: RCW 48.02.060 and 48.66.165. WSR 05-17-019 (Mat-
ter No. R 2004-08), § 284-66-050, filed 8/4/05, effective 9/4/05.
Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470,
48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130 and
48.46.200. WSR 92-06-021 (Order R 92-1), § 284-66-050, filed 2/25/92,
effective 3/27/92. Statutory Authority: RCW 48.02.060, 48.20.450,
48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070,
48.46.030, 48.46.130, 48.46.200, 48.66.041, 48.66.050, 48.66.100,
48.66.110, 48.66.120, 48.66.130, 48.66.150 and 48.66.160. WSR
90-07-059 (Order R 90-4), § 284-66-050, filed 3/20/90, effective
4/20/90.]

WAC 284-66-060 Minimum benefit standards. The requirements of
this section apply to medicare supplement policies and certificates
issued or issued for delivery in this state during the period begin-
ning January 1, 1990, and ending June 30, 1992, as well as all guaran-
teed renewable medicare supplement policies delivered to residents of
this state during 1989 that were modified to meet the minimum benefit
standards of this section under the Medicare Catastrophic Coverage
Act. Minimum standards for "standardized" policies and certificates
are provided in WAC 284-66-063.

(1) Coverage of Part A medicare eligible expenses for hospitali-
zation to the extent not covered by medicare from the 6lst day through
the 90th day in any medicare benefit period;

(2) Coverage for either all or none of the medicare Part A inpa-
tient hospital deductible amount;

(3) Coverage of Part A medicare eligible expenses incurred as
daily hospital charges during use of medicare's lifetime hospital in-
patient reserve days;

(4) Upon exhaustion of all medicare hospital inpatient coverage
including the lifetime reserve days, coverage of ninety percent of all
medicare Part A eligible expenses for hospitalization not covered by
medicare subject to a lifetime maximum benefit of an additional three
hundred sixty-five days;

(5) Coverage under medicare Part A for the reasonable cost of the
first three pints of blood (or equivalent quantities of packed red
blood cells, as defined under federal regulations) unless replaced in
accordance with federal regulations or already paid for under Part B;

(6) Coverage for the coinsurance amount of medicare eligible ex-
penses under Part B regardless of hospital confinement, subject to a
maximum calendar year out-of-pocket amount equal to the medicare Part
B deductible;

(7) Coverage under medicare Part B for the reasonable cost of the
first three pints of blood (or equivalent quantities of packed red
blood cells, as defined under federal regulations), unless replaced in
accordance with federal regulations or already paid for under Part A,
subject to the medicare deductible amount.

[Statutory Authority: RCW 48.02.060 and 48.66.165. WSR 05-17-019 (Mat-
ter No. R 2004-08), § 284-66-060, filed 8/4/05, effective 9/4/05.
Statutory Authority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470,
48.30.010, 48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130 and
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48.46.200. WSR 92-06-021 (Order R 92-1), § 284-66-060, filed 2/25/92,
effective 3/27/92. Statutory Authority: RCW 48.02.060, 48.20.450,
48.20.460, 48.20.470, 48.30.010, 48.44.020, 48.44.050, 48.44.070,
48.46.030, 48.46.130, 48.46.200, 48.66.041, 48.66.050, 48.66.100,
48.66.110, 48.66.120, 48.66.130, 48.66.150 and 48.66.160. WSR
90-07-059 (Order R 90-4), § 284-66-060, filed 3/20/90, effective
4/20/90.]

WAC 284-66-063 Benefit standards for policies or certificates
issued or delivered after June 30, 1992 and before June 1, 2010. No
policy or certificate may be advertised, solicited, delivered, or is-
sued for delivery in this state as a medicare supplement policy or
certificate unless it complies with these benefit standards.

(1) General standards. The following standards apply to medicare
supplement policies and certificates and are in addition to all other
requirements of this regulation.

(a) A medicare supplement policy or certificate may not exclude
or limit benefits for losses incurred more than three months from the
effective date of coverage because it involved a preexisting condi-
tion. The policy or certificate may not define a preexisting condition
more restrictively than a condition for which medical advice was given
or treatment was recommended by or received from a physician within
three months before the effective date of coverage.

(b) A medicare supplement policy or certificate must provide that
benefits designed to cover cost sharing amounts under medicare will be
changed automatically to coincide with any changes in the applicable
medicare deductible, copayment or coinsurance amounts. Premiums may be
modified to correspond with such changes.

(c) A medicare supplement policy or certificate may not provide
for termination of coverage of a spouse solely because of the occur-
rence of an event specified for termination of coverage of the insur-
ed, other than the nonpayment of premium.

(d) Each medicare supplement policy must be guaranteed renewable
and:

(1) The issuer may not cancel or nonrenew the policy solely on
the ground of health status of the individual; and

(ii) The issuer may not cancel or nonrenew the policy for any
reason other than nonpayment of premium or material misrepresentation.

(iii) If the medicare supplement policy 1is terminated by the
group policyholder and is not replaced as provided under (d) (v) of
this subsection, the issuer must offer certificate holders an individ-
ual medicare supplement policy that (at the option of the certificate
holder) provides for continuation of the benefits contained in the
group policy, or provides for benefits that otherwise meet the re-
quirements of this subsection.

(iv) If an individual is a certificate holder in a group medicare
supplement policy and the individual terminates membership 1in the
group, the issuer must offer the certificate holder the conversion op-
portunity described in (c) (iii) of this subsection, or at the option
of the group policyvholder, offer the certificate holder continuation
of coverage under the group policy.

(v) If a group medicare supplement policy 1is replaced by another
group medicare supplement policy purchased by the same policyholder,
the issuer of the replacement policy must offer coverage to all per-
sons covered under the old group policy on its date of termination.
Coverage under the new policy may not result in any exclusion for pre-
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existing conditions that would have been covered under the group poli-
cy being replaced.

(e) Termination of a medicare supplement policy or certificate
must be without prejudice to any continuous loss that began while the
policy was in force, but the extension of benefits beyond the period
that the policy was in force may be conditioned upon the continuous
total disability of the insured, limited to the duration of the policy
benefit period, if any, or payment of the maximum benefits. Receipt of
medicare Part D benefits will not be considered in determining a con-
tinuous loss.

(f) If a medicare supplement policy or certificate eliminates an
outpatient prescription drug benefit as a result of requirements im-
posed by the Medicare Prescription Drug Improvement and Modernization
Act of 2003, the modified policy or certificate is deemed to satisfy
the guaranteed renewal requirements of this section.

(g) (1) A medicare supplement policy or certificate must provide
that benefits and premiums under the policy or certificate must be
suspended at the request of the policyholder or certificate holder for
the period (not to exceed twenty-four months) that the policyholder or
certificate holder has applied for and is determined to be entitled to
medical assistance under Title XIX of the Social Security Act, but on-
ly if the policyholder or certificate holder notifies the issuer of
the policy or certificate within ninety days after the date the indi-
vidual becomes entitled to the assistance.

(ii) If the suspension occurs and if the policyholder or certifi-
cate holder loses entitlement to medical assistance, the policy or
certificate must be automatically reinstituted effective as of the
date of termination of the entitlement if the policyholder or certifi-
cate holder provides notice of loss of the entitlement within ninety
days after the date of the loss and pays the premium attributable to
the period, effective as of the date of termination of entitlement.

(iii) Each medicare supplement policy must provide that benefits
and premiums under the policy will be suspended (for any period that
may be provided by federal regulation) at the request of the policy-
holder if the policyholder is entitled to benefits under Section
226 (b) of the Social Security Act and is covered under a group health
plan (as defined in Section 1862 (b) (1) (A) (v) of the Social Security
Act). If suspension occurs and if the policyholder or certificate
holder loses coverage under the group health plan, the policy must be
automatically reinstituted (effective as of the date of loss of cover-
age within ninety days after the date of the loss).

(h) Reinstitution of the coverages:

(1) May not provide for any waiting period with respect to treat-
ment of preexisting conditions;

(ii) Must provide for resumption of coverage that is substantial-
ly equivalent to coverage in effect before the date of the suspension.
If the suspended medicare supplement policy or certificate provided
coverage for outpatient prescription drugs, reinstitution of the poli-
cy for medicare Part D enrollees must be without coverage for outpa-
tient prescription drugs and must otherwise provide substantially
equivalent coverage to the coverage in effect before the date of sus-
pension; and

(iii) Must provide for classification of premiums on terms at
least as favorable to the policyholder or certificate holder as the
premium classification terms that would have applied to the policy-
holder or certificate holder had the coverage not been suspended.
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(2) If an issuer makes a written offer to the medicare supplement
policyholders or certificate holders of one or more of its plans, to
exchange his or her standardized plan to a 2010 standardized plan dur-
ing a specified period, the offer and subsequent exchange must comply
with the following requirements:

(a) An issuer need not provide Jjustification to the commissioner
if the insured exchanges a 1990 standardized policy or certificate
with a 2010 standardized policy or certificate.

(b) An issuer may not apply new preexisting condition limitations
or a new incontestability period to the new 2010 standardized policy
for those benefits contained in the former exchanged policy or certif-
icate of the insured, but may apply preexisting condition limitations
of no more than three months to any benefits contained in the new 2010
standardized policy or certificate that were not contained in the for-
mer exchanged policy.

(c) The new policy or certificate must be offered to all policy-
holders or certificate holders within a given plan, except where the
offer or issue would be in violation of state or federal law.

(3) Standards for basic ("core") benefits common to benefit plans
A-J. Every issuer must make available a policy or certificate includ-
ing only the following basic "core" package of benefits to each pro-
spective insured. An issuer may make available to prospective insureds
any of the other medicare supplement insurance benefit plans in addi-
tion to the basic "core" package, but not in place of the basic "core"
package.

(a) Coverage of Part A medicare eligible expenses for hospitali-
zation to the extent not covered by medicare from the sixty-first day
through the ninetieth day in any medicare benefit period;

(b) Coverage of Part A medicare eligible expenses incurred for
hospitalization to the extent not covered by medicare for each medi-
care lifetime inpatient reserve day used;

(c) Upon exhaustion of the medicare hospital inpatient coverage
including the lifetime reserve days, coverage of one hundred percent
of the medicare Part A eligible expenses for hospitalization paid at
the applicable prospective payment system (PPS) rate or other appro-
priate medicare standard of payment, subject to a lifetime maximum
benefit of an additional three hundred sixty-five days. The provider
must accept the issuer's payment as payment in full and may not bill
the insured for any balance;

(d) Coverage under medicare Parts A and B for the reasonable cost
of the first three pints of blood (or equivalent quantities of packed
red blood cells, as defined under federal regulations) unless replaced
in accordance with federal regulations;

(e) Coverage for the coinsurance amount, or in the case of hospi-
tal; outpatient department services paid under a prospective payment
system, the copayment amount, of medicare eligible expenses under Part
B regardless of hospital confinement, subject to the medicare Part B
deductible;

(4) Standards for additional benefits. The following additional
benefits must be included in medicare supplement Dbenefit plans "B"
through "J" only as provided by WAC 284-66-066.

(a) Medicare Part A deductible: Coverage for all of the medicare
Part A inpatient hospital deductible amount per benefit period.

(b) Skilled nursing facility care: Coverage for the actual billed
charges up to the coinsurance amount from the twenty-first day through
the one hundredth day in a medicare benefit period for posthospital
skilled nursing facility care eligible under medicare Part A;
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(c) Medicare Part B deductible: Coverage for all of the medicare
Part B deductible amount per calendar year regardless of hospital con-
finement.

(d) Eighty percent of the medicare Part B excess charges: Cover-
age for eighty percent of the difference between the actual medicare
Part B charge as billed, not to exceed any charge limitation estab-
lished by the medicare program or state law, and the medicare-approved
Part B charge.

(e) One hundred percent of the medicare Part B excess charges:
Coverage for all of the difference between the actual medicare Part B
charge as billed, not to exceed any charge limitation established by
the medicare program or state law, and the medicare-approved Part B
charge.

(f) Basic outpatient prescription drug benefit: Coverage for fif-
ty percent of outpatient prescription drug charges, after a two hun-
dred fifty dollar calendar year deductible, to a maximum of one thou-
sand two hundred fifty dollars in benefits received by the insured per
calendar year, to the extent not covered by medicare. The outpatient
prescription drug benefit may not be included for sale or issuance in
a medicare supplement policy after December 31, 2005.

(g) Extended outpatient prescription drug benefit: Coverage for
fifty percent of outpatient prescription drug charges, after a two
hundred fifty dollar calendar year deductible to a maximum of three
thousand dollars 1in benefits received by the insured per calendar
year, to the extent not covered by medicare. The outpatient prescrip-
tion drug benefit may not be included for sale or issuance in a medi-
care supplement policy after December 31, 2005.

(h) Medically necessary emergency care in a foreign country: Cov-
erage to the extent not covered by medicare for eighty percent of the
billed charges for medicare-eligible expenses for medically necessary
emergency hospital, physician, and medical care received in a foreign
country, that would have been covered by medicare if provided in the
United States and that began during the first sixty consecutive days
of each trip outside the United States, subject to a calendar year de-
ductible of two hundred fifty dollars, and a lifetime maximum benefit
of fifty thousand dollars. For purposes of this benefit, "emergency
care" means care needed immediately because of an injury or an illness
of sudden and unexpected onset.

(1) Preventive medical care benefit: Coverage for the following
preventive health services not covered by medicare:

(1) An annual clinical preventive medical history and physical
examination that may include tests and services from (ii) of this sub-
section and patient education to address preventive health care meas-
ures.

(ii) Preventive screening tests or preventive services, the se-
lection and frequency that is determined to be medically appropriate
by the attending physician.

Reimbursement must be for the actual charges up to one hundred
percent of the medicare-approved amount for each service, as if medi-
care were to cover the service as identified in American Medical Asso-
ciation Current Procedural Terminology (AMA CPT) codes, to a maximum
of one hundred twenty dollars annually under this benefit. This bene-
fit may not include payment for any procedure covered by medicare.

(j) At-home recovery benefit: Coverage for services to provide
short term, at-home assistance with activities of daily 1living for
those recovering from an illness, injury, or surgery.
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(1) For purposes of this benefit, the following definitions ap-
ply:

(A) "Activities of daily living" include, but are not limited to
bathing, dressing, personal hygiene, transferring, eating, ambulating,
assistance with drugs that are normally self-administered, and chang-
ing bandages or other dressings.

(B) "Care provider" means a duly qualified or licensed home
health aide/homemaker, personal care aide, or nurse provided through a
licensed home health care agency or referred by a licensed referral
agency or licensed nurses registry.

(C) "Home" means any place used by the insured as a place of res-
idence, provided that the place would qualify as a residence for home
health care services covered by medicare. A hospital or skilled nurs-
ing facility is not considered the insured's place of residence.

(D) "At-home recovery visit" means the period of a visit required
to provide at home recovery care, without limit on the duration of the
visit, except each consecutive four hours in a twenty-four hour period
of services provided by a care provider is one visit.

(ii) Coverage requirements and limitations.

(A) At-home recovery services provided must be primarily services
that assist in activities of daily living.

(B) The insured's attending physician must certify that the spe-
cific type and frequency of at-home recovery services are necessary
because of a condition for which a home care plan of treatment was ap-
proved by medicare.

(C) Coverage is limited to:

(I) No more than the number and type of at-home recovery visits
certified as necessary by the insured's attending physician. The total
number of at-home recovery visits may not exceed the number of medi-
care approved home health care visits under a medicare approved home
care plan of treatment.

(IT) The actual charges for each visit up to a maximum reimburse-
ment of forty dollars per visit.

(ITI) One thousand six hundred dollars per calendar year.

(IV) Seven visits in any one week.

(V) Care furnished on a visiting basis in the insured's home.

(VI) Services provided by a care provider as defined in this sec-
tion.

(VII) At-home recovery visits while the insured is covered under
the policy or certificate and not otherwise excluded.

(VIII) At-home recovery visits received during the period the in-
sured 1s receiving medicare approved home care services or no more
than eight weeks after the service date of the last medicare approved
home health care wvisit.

(iii) Coverage is excluded for: Home care visits paid for by med-
icare or other government programs; and care provided by family mem-
bers, unpaid volunteers, or providers who are not care providers.

(5) Standardized medicare supplement benefit plan "K" must con-
sist of the following:

(a) Coverage of one hundred percent of the Part A hospital coin-
surance amount for each day used from the sixty-first through the
ninetieth day in any medicare benefit period;

(b) Coverage of one hundred percent of the Part A hospital coin-
surance amount for each medicare lifetime inpatient reserve day used
from the ninety-first through the one hundred fiftieth day in any med-
icare benefit period;
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(c) Upon exhaustion of the medicare hospital inpatient coverage,
including the lifetime reserve days, coverage of one hundred percent
of the medicare Part A eligible expenses for hospitalization paid at
the applicable prospective payment system (PPS) rate, or other appro-
priate medicare standard of payment, subject to a lifetime maximum
benefit of an additional three hundred sixty-five days. The provider
must accept the issuer's payment as payment in full and may not bill
the insured for any balance;

(d) Medicare Part A deductible: Coverage for fifty percent of the
medicare Part A inpatient hospital deductible amount per benefit peri-
od until the out-of-pocket limitation is met as described in (j) of
this subsection;

(e) Skilled nursing facility care: Coverage for fifty percent of
the coinsurance amount for each day used from the twenty-first day
through the one hundredth day in a medicare benefit period for post-
hospital skilled nursing facility care eligible under medicare Part A
until the out-of-pocket limitation is met as described in (j) of this
subsection;

(f) Hospice care: Coverage for fifty percent of cost sharing for
all Part A medicare eligible expenses and respite care until the out-
of-pocket limitation is met as described in (j) of this subsection;

(g) Coverage for fifty percent, under medicare Part A or B, of
the reasonable cost of the first three pints of blood (or equivalent
quantities of packed red blood cells, as defined under federal regula-
tion) unless replaced in accordance with federal regulations until the
out-of-pocket limitation is met as described in (j) of this subsec-
tion;

(h) Except for coverage provided in (i) of this subsection, cov-
erage for fifty percent of the cost sharing otherwise applicable under
medicare Part B after the policyholder pays the Part B deductible un-
til the out-of-pocket limitation is met as described in (j) of this
subsection;

(1) Coverage of one hundred percent of the cost sharing for medi-
care Part B preventive services after the policyholder pays the Part B
deductible; and

(j) Coverage of one hundred percent of all cost sharing under
medicare Parts A and B for the balance of the calendar year after the
individual has reached the out-of-pocket limitation on annual expendi-
tures under medicare Parts A and B of four thousand dollars in 2006,
indexed each year by the appropriate inflation adjustment specified by
the Secretary of the U.S. Department of Health and Human Services.

(6) Standardized medicare supplement benefit plan "L" must con-
sist of the following:

(a) The benefits described in subsection (4) (a), (b), (c) and (i)
of this section;

(b) The benefit described in subsection (4) (d), (e), (f) and (h)
of this section but substituting seventy-five percent for fifty per-
cent; and

(c) The Dbenefit described in subsection (4) (j) of this section
but substituting two thousand dollars for four thousand dollars.

[Statutory Authority: RCW 48.02.060(3) and 48.66.165. WSR 11-17-077
(Matter No. R 2010-11), § 284-66-063, filed 8/16/11, effective
9/16/11. Statutory Authority: RCW 48.66.030 (3)(a), 48.66.041, and
48.66.165. WSR 09-24-052 (Matter No. R 2009-08), § 284-66-063, filed
11/24/09, effective 1/19/10. Statutory Authority: RCW 48.06.060 and
48.66.165. WSR 07-06-014 (Matter No. R 2006-13), § 284-66-063, filed
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2/26/07, effective 3/29/07. Statutory Authority: RCW 48.02.060 and
48.66.165. WSR 05-17-019 (Matter No. R 2004-08), § 284-66-063, filed
8/4/05, effective 9/4/05. Statutory Authority: RCW 48.02.060,
48.66.041 and 48.66.165. WSR 96-09-047 (Matter No. R 96-2), §
284-66-0063, filed 4/11/96, effective 5/12/96. Statutory Authority: RCW
48.02.060, 48.20.450, 48.20.460, 48.20.470, 48.30.010, 48.44.020,
48.44.050, 48.44.070, 48.46.030, 48.46.130 and 48.46.200. WSR
92-06-021 (Order R 92-1), § 284-66-063, filed 2/25/92, -effective
3/27/92.]

WAC 284-66-064 Benefit standards for policies or certificates
issued or delivered on or after June 1, 2010. No policy or certifi-
cate may be advertised, solicited, delivered, or issued for delivery
in this state as a medicare supplement policy or certificate unless it
complies with these benefit standards. Benefit standards applicable to
medicare supplement policies or certificates issued before June 1,
2010, remain subject to the requirements of WAC 284-66-060 and
284-66-063.

(1) General standards. The following standards apply to medicare
supplement policies and certificates and are in addition to all other
requirements of this regulation.

(a) A medicare supplement policy or certificate shall not exclude
or limit benefits for losses incurred more than three months from the
effective date of coverage because it involved a preexisting condi-
tion. The policy or certificate may not define a preexisting condition
more restrictively than a condition for which medical advice was given
or treatment was recommended by or received from a physician within
three months before the effective date of coverage.

(b) A medicare supplement policy or certificate must provide that
benefits designed to cover cost sharing amounts under medicare will be
changed automatically to coincide with any changes in the applicable
medicare deductible, copayment or coinsurance amounts. Premiums may be
modified to correspond with such changes.

(c) No medicare supplement policy or certificate may provide for
termination of coverage of a spouse solely because of the occurrence
of an event specified for termination of coverage of the insured other
than the nonpayment of premium.

(d) Each medicare supplement policy shall be guaranteed renewable
and:

(1) The issuer may not cancel or nonrenew the policy solely on
the ground of health status of the individual; and

(ii) The issuer may not cancel or nonrenew the policy for any
reason other than nonpayment of premium or material misrepresentation.

(iii) If the medicare supplement policy 1is terminated by the
group policyholder and is not replaced as provided under (d) (v) of
this subsection, the issuer shall offer certificate holders an indi-
vidual medicare supplement policy which, at the option of the certifi-
cate holder:

(A) Provides for continuation of the benefits contained in the
group policy; or

(B) Provides for benefits that otherwise meet the requirements of
this subsection.

(iv) If an individual is a certificate holder in a group medicare
supplement policy and the individual terminates membership 1in the
group, the issuer must:
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(A) Offer the certificate holder the conversion opportunity de-
scribed in (d) (iii) of this subsection; or

(B) At the option of the group policyholder, offer the certifi-
cate holder continuation of coverage under the group policy.

(v) If a group medicare supplement policy 1is replaced by another
group medicare supplement policy purchased by the same policyholder,
the issue of the replacement policy must offer coverage to all persons
covered under the old group policy on its date of termination.

(vi) Termination of a medicare supplement policy or certificate
must be without prejudice to any continuous loss which commenced while
the policy was in force, but the extension of benefits beyond the pe-
riod during which the policy was in force may be conditioned upon the
continuous total disability of the insured, limited to the duration of
the policy benefit period, if any, or payment of the maximum benefits.
Receipt of medicare Part D benefits will not be considered in deter-
mining a continuous loss.

(vii) (A) A medicare supplement policy or certificate must provide
that benefits and premiums under the policy or certificate are suspen-
ded at the request of the policyholder or certificate holder for the
period not to exceed twenty-four months in which the policyholder or
certificate holder has applied for and is determined to be entitled to
medical assistance under Title XIX of the Social Security Act, but on-
ly if the policyholder or certificate holder notifies the issuer of
the policy or certificate within ninety days after the date the indi-
vidual becomes entitled to assistance.

(B) If suspension occurs and 1f the policyholder or certificate
holder loses entitlement to medical assistance, the policy or certifi-
cate shall be automatically reinstituted, effective as of the date of
termination of entitlement within ninety days after the date of 1loss
and pays the premium attributable to the period, effective as of the
date of termination of entitlement.

(C) Each medicare supplement policy must provide that benefits
and premiums under the policy must be suspended for any period that
may be provided by federal regulation at the request of the policy-
holder if the policyholder is entitled to benefits under Section
226 (b) of the Social Security Act and i1s covered under a group health
plan as defined in Section 1862 (b) (1) (A) (v) of the Social Security
Act. If suspension occurs and if the policyholder or certificate hold-
er loses coverage under the group health plan, the policy must be au-
tomatically reinstituted effective as of the date of loss of coverage
if the policyholder provides notice of loss of coverage within ninety
days after the date of the loss and pays the premium attributable to
the period, effective as of the date of termination of enrollment in
the group health plan.

(viii) Reinstitution of coverages as described in this section:

(A) Must not provide for any waiting period with respect to
treatment of preexisting conditions;

(B) Must provide for resumption of coverage that is substantially
equivalent to coverage in effect before the date of suspension; and

(C) Must provide for classification of premiums on terms at least
as favorable to the policyholder or certificate holder as the premium
classification terms that would have applied to the policyholder or
certificate holder had the coverage not been suspended.

(2) Every issuer of medicare supplement insurance benefit plans
A, B, C, D, F, F with high deductible, G, M, and N must make available
a policy or certificate including only the following basic "core"
package of benefits to each prospective insured. An issuer may make
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available to prospective insureds any of the other medicare supplement
insurance plans in addition to the basic core package, but not in lieu
of it.

(a) Coverage of Part A medicare eligible expenses for hospitali-
zation to the extent not covered by medicare from the 6lst day through
the 90th day in any medicare benefit period.

(b) Coverage of Part A medicare eligible expenses incurred for
hospitalization to the extent not covered by medicare for each medi-
care lifetime inpatient reserve day used;

(c) Upon exhaustion of the medicare hospital inpatient coverage,
including the lifetime reserve days, coverage of one hundred percent
of the medicare Part A eligible expenses for hospitalization paid at
the applicable prospective payment system rate or other appropriate
medicare standard of payment, subject to a lifetime maximum benefit of
an additional three hundred sixty-five days. The provider must accept
the issuer's payment as payment in full and may not bill the insured
for any balance;

(d) Coverage under medicare Parts A and B for the reasonable cost
of the first three pints of blood or equivalent quantities of packed
red blood cells, as defined under federal regulations, unless replaced
in accordance with federal regulations;

(e) Coverage for the coinsurance amount, or in the case of hospi-
tal outpatient department services paid under a prospective payment
system, the copayment amount, of medicare eligible expenses under Part
B regardless of hospital confinement, subject to the medicare Part B
deductible.

(f) Coverage of cost sharing for all Part A medicare eligible
hospice care and respite care expenses.

(3) The following additional benefits must be included in medi-
care supplement benefit plans B, C, D, F, F with high deductible, G,
M, and N as provided by WAC 284-66-066:

(a) Coverage for one hundred percent of the medicare Part A inpa-
tient hospital deductible amount per benefit period.

(b) Coverage for fifty percent of the medicare Part A inpatient
hospital deductible amount per benefit period.

(c) Coverage for the actual billed charges up to the coinsurance
amount from the 21st day through the 100th day in a medicare benefit
period for posthospital skilled nursing facility care eligible under
medicare Part A.

(d) Coverage for one hundred percent of the medicare Part B de-
ductible amount per calendar year regardless of hospital confinement.

(e) Coverage for all of the difference between the actual medi-
care Part B charges as billed, not to exceed any charge limitation es-
tablished by the medicare program or state law, and the medicare-ap-
proved Part B charge.

(f) Coverage to the extent not covered by medicare for eighty
percent of the billed charges for medicare-eligible expenses for medi-
cally necessary emergency hospital, physician and medical care re-
ceived in a foreign country, which care would have been covered by
medicare if provided in the United States and which care began during
the first sixty consecutive days of each trip outside the United
States, subject to a calendar year deductible of two hundred fifty
dollars and a lifetime maximum benefit of fifty thousand dollars. For
purposes of this benefit, "emergency care" means care needed immedi-
ately because of an injury or an illness of sudden and unexpected on-
set.
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(4) (a) Every issuer of a standardized medicare supplement plan B,
C, D, F, F with high deductible, G, K, L, M, or N issued on or after
June 1, 2010, must issue to an individual who was eligible for both
medicare hospital and physician services prior to January 1, 2020,
without evidence of insurability, coverage under a 2010 plan B, C, D,
F, F with high deductible, G, G with high deductible, K, L, M, or N to
any policyholder if the medicare supplement policy or certificate re-
places another medicare supplement policy or certificate B, C, D, F, F
with high deductible, G, G with high deductible, K, L, M, or N or oth-
er more comprehensive coverage, including any standardized medicare
supplement policy issued prior to June 1, 2010.

(b) Every issuer of a standardized medicare supplemental plan B,
D, G, G with high deductible, K, L, M, or N issued on or after January
1, 2020, must issue to an individual who was eligible for both medi-
care hospital and physician services on or after January 1, 2020,
without evidence of insurability, coverage under a 2010 plan B, D, G,
G with high deductible, K, L, M, or N to any policyholder if the medi-
care supplemental policy or certificate replaces another medicare sup-
plemental policy or certificate B, D, G, G with high deductible, K, L,
M, or N or other more comprehensive coverage.

(c) Every issuer of a standardized medicare supplement plan A is-
sued on or after June 1, 2010, must issue, without evidence of insura-
bility, coverage under a 2010 plan A to any policyholder if the medi-
care supplement policy or certificate replaces another medicare sup-
plement plan A issued prior to June 1, 2010.

[Statutory Authority: RCW 48.02.060, 48.66.041, and 48.66.165. WSR
19-17-074 (Matter R 2019-01), § 284-66-064, filed 8/20/19, effective
9/20/19. Statutory Authority: RCW 48.02.060(3) and 48.66.165. WSR
11-17-077 (Matter No. R 2010-11), § 284-66-064, filed 8/16/11, effec-
tive 9/16/11. Statutory Authority: RCW 48.66.030 (3) (a), 48.66.041,
and 48.66.165. WSR 09-24-052 (Matter No. R 2009-08), § 284-66-064,
filed 11/24/09, effective 1/19/10.]

WAC 284-66-066 Standard medicare supplement benefit plans.
Standard medicare supplement benefit plans issued for delivery prior
to June 1, 2010, must comply with this section.

(1) An issuer must make available to each prospective policyhold-
er and certificate holder a policy form or certificate form containing
only the basic "core"™ benefits, as defined in WAC 284-66-063(2) of
this regulation.

(2) No groups, packages, or combinations of medicare supplement
benefits other than those listed in this section may be offered for
sale in this state, except as permitted in WAC 284-66-066(7) and in
WAC 284-66-073.

(3) Benefit plans must be uniform in structure, language, desig-
nation, and format to the standard benefit plans "A" through "L" lis-
ted in this subsection and conform to the definitions in WAC
284-66-030 and 284-66-040. Each benefit must be structured according
to the format provided in WAC 284-66-063 (2), (3), (4) or (5) and list
the benefits in the order shown in this subsection. For purposes of
this section, "structure, language, and format" means style, arrange-
ment, and overall content of benefit.

(4) An issuer may use, in addition to the benefit plan designa-
tions required in subsection (3) of this section, other designations
to the extent permitted by law.
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(5) Make-up of benefit plans:

(a) Standardized medicare supplement benefit plan "A" must be
limited to only the basic ("core") benefits common to all benefit
plans, as defined in WAC 284-66-063(2).

(b) Standardized medicare supplement benefit plan "B" consists of
only the following: The core benefit as defined in WAC 284-66-063(2),
plus the medicare Part A deductible as defined in WAC 284-66-063
(3) (a) .

(c) Standardized medicare supplement benefit plan "C" consists of
only the following: The core benefit as defined in WAC 284-66-063(2),
plus the medicare Part A deductible, skilled nursing facility care,
medicare Part B deductible and medically necessary emergency care in a
foreign country as defined in WAC 284-66-063 (3) (a), (b), (c), and
(h), respectively.

(d) Standardized medicare supplement plan "D" consists of only
the following: The core benefit, as defined in WAC 284-66-063(2), plus
the medicare Part A deductible, skilled nursing facility care, medi-
cally necessary emergency care in a foreign country and the at-home
recovery benefit as defined in WAC 284-66-063 (3) (a), (b), (h), and
(jJ), respectively.

(e) Standardized medicare supplement benefit plan "E" consists of
only the following: The core benefit as defined in WAC 284-66-063(2),
plus the medicare Part A deductible, skilled nursing facility care,
medically necessary emergency care in a foreign country and preventive
medical care as defined in WAC 284-66-063 (3) (a), (b), (h), and (i),
respectively.

(f) Standardized medicare supplement benefit plan "F" consists of
only the following: The core benefit as defined in WAC 284-66-063(2),
plus the medicare Part A deductible, the skilled nursing facility
care, the Part B deductible, one hundred percent of the medicare Part
B excess charges, and medically necessary emergency care in a foreign
country as defined in WAC 284-66-063 (3)(a), (b)), (c), (e), and (h),
respectively.

(g) Standardized medicare supplement benefit high deductible plan
"F" consists of only the following: One hundred percent of covered ex-
penses following the payment of the annual high deductible plan "FEF"
deductible. The covered expenses include the core benefit as defined
in WAC 284-66-063(2), plus the medicare Part A deductible, skilled
nursing facility care, the medicare Part B deductible, one hundred
percent of the medicare Part B excess charges, and medically necessary
emergency care 1in a foreign country as defined in WAC 284-66-063
(3) (a), (b), (c), (e) and (h) respectively. The annual high deductible
plan "F" deductible must consist of out-of-pocket expenses, other than
premiums, for services covered by the medicare supplement plan "F"
policy, and must be in addition to any other specific benefit deducti-
bles. The annual high deductible plan "F" deductible is one thousand
seven hundred thirty dollars for 2005, and is based on the calendar
year. The deductible will be adjusted annually by the secretary to re-
flect the change in the Consumer Price Index for all urban consumers
for the twelve-month period ending with August of the preceding year,
and rounded to the nearest multiple of ten dollars.

(h) Standardized medicare supplement benefit plan "G" consists of
only the following: The core benefit as defined at WAC 284-66-063(2),
plus the medicare Part A deductible, skilled nursing facility care,
eighty percent of the medicare Part B excess charges, medically neces-
sary emergency care in a foreign country, and the at-home recovery
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benefit as defined in WAC 284-66-063 (3) (a), (b), ((d), (h), and (3),
respectively.

(1) Standardized medicare supplement benefit plan "H" consists of
only the following: The core benefit as defined in WAC 284-66-063(2),
plus the medicare Part A deductible, skilled nursing facility care,
basic prescription drug benefit, and medically necessary emergency
care in a foreign country as defined in WAC 284-66-063 (3) (a), (b),
(f), and (h), respectively. The outpatient prescription drug benefit
may not be included in a medicare supplement policy sold after Decem-
ber 31, 2005.

(j) Standardized medicare supplement benefit plan "I" consists of
only the following: The core benefit as defined in WAC 284-66-063(2),
plus the medicare Part A deductible, skilled nursing facility care,
one hundred percent of the medicare Part B excess charges, basic pre-
scription drug benefit, medically necessary emergency care in a for-
eign country, and at-home recovery benefit as defined in WAC
284-66-063 (3) (a), (b)), (e), (f), (h), and (j), respectively. The out-
patient prescription drug benefit may not be included in a medicare
supplement policy sold after December 31, 2005.

(k) Standardized medicare supplement benefit plan "J" consists of
only the following: The core benefit as defined in WAC 284-66-063(2),
plus the medicare Part A deductible, skilled nursing facility care,
medicare Part B deductible, one hundred percent of the medicare Part B
excess charges, extended prescription drug benefit, medically necessa-
ry emergency care in a foreign country, preventive medical care, and
at-home recovery benefit as defined in WAC 284-66-063 (3) (a), (b),
(c), (e¢), (g), (h), (1), and (j), respectively. The outpatient pre-
scription drug benefit may not be included in a medicare supplement
policy sold after December 31, 2005.

(1) Standardized medicare supplement benefit high deductible plan
"J" consists of only the following: One hundred percent of covered ex-
penses following the payment of the annual high deductible plan "J"
deductible. The covered expenses include the core benefit as defined
in WAC 284-66-063(2), plus the medicare Part A deductible, skilled
nursing facility care, medicare Part B deductible, one hundred percent
of the medicare Part B excess charges, extended outpatient prescrip-
tion drug benefit, medically necessary emergency care 1in a foreign
country, preventative medical care benefit and at-home recovery bene-
fit as defined in WAC 284-66-063 (3) (a), (b), (c), (e), (g), (h), (1)
and (j) respectively. The annual high deductible plan "J" deductible
must consist of out-of-pocket expenses, other than premiums, for serv-
ices covered by the medicare supplement plan "J" policy, and must be
in addition to any other specific benefit deductibles. The annual de-
ductible is one thousand seven hundred thirty dollars for 2005, and is
based on the calendar year. The deductible will be adjusted annually
by the secretary to reflect the change in the Consumer Price Index for
all urban consumers for the twelve-month period ending with August of
the preceding year, and rounded to the nearest multiple of ten dol-
lars. The outpatient prescription drug benefit may not be included in
a medicare supplement policy sold after December 31, 2005.

(6) Make-up of two medicare supplement plans mandated by The Med-
icare Prescription Drug, Improvement and Modernization Act of 2003
(MMA) :

(a) Standardized medicare supplement benefit plan "K" consists of
only those benefits described in WAC 284-66-063(4).

(b) Standardized medicare supplement benefit plan "L" consists of
only those benefits described in WAC 284-66-063(5).
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(7) New or innovative benefits: An issuer may, with the prior ap-
proval of the commissioner, offer policies or certificates with new or
innovative benefits in addition to the benefits provided in a policy
or certificate that otherwise complies with the applicable standards.
The new or innovative benefits may include benefits that are appropri-
ate to medicare supplement insurance, new or innovative, not otherwise
available, cost-effective, and offered in a manner which is consistent
with the goal of simplification of medicare supplement policies. After
December 31, 2005, the innovative benefits may not include an outpa-
tient prescription drug benefit.

[Statutory Authority: RCW 48.66.030 (3) (a), 48.66.041, and 48.66.165.
WSR 09-24-052 (Matter No. R 2009-08), § 284-66-066, filed 11/24/09,
effective 1/19/10. Statutory Authority: RCW 48.06.060 and 48.66.165.
WSR 07-06-014 (Matter No. R 2006-13), § 284-66-066, filed 2/26/07, ef-
fective 3/29/07. Statutory Authority: RCW 48.02.060 and 48.66.165. WSR
05-17-019 (Matter No. R 2004-08), § 284-66-066, filed 8/4/05, effec-
tive 9/4/05. Statutory Authority: RCW 48.02.060. WSR 92-17-078 (Order
R 92-7), § 284-66-066, filed 8/19/92, effective 9/19/92. Statutory Au-
thority: RCW 48.02.060, 48.20.450, 48.20.460, 48.20.470, 48.30.010,
48.44.020, 48.44.050, 48.44.070, 48.46.030, 48.46.130 and 48.46.200.
WSR 92-06-021 (Order R 92-1), § 284-66-066, filed 2/25/92, effective
3/27/92.]

WAC 284-66-067 Standard medicare supplement plans issued for de-
livery on or after June 1, 2010. No policy or certificate delivered
or issued for delivery in this state on or after June 1, 2010, as a
medicare supplement policy or certificate may be advertised, solici-
ted, delivered or issued for delivery in this state as a medicare sup-
plement policy or certificate unless it complies with these benefit
plan standards. Benefit plan standards applicable to medicare supple-
ment policies and certificates issued before June 1, 2010, remain sub-
ject to the requirements of WAC 284-66-066.

(1) (a) An issuer must make available to each prospective policy-
holder and certificate holder a policy form or certificate form con-
taining only the basic or core benefits, as defined in WAC 284-66-064.

(b) If an issuer makes available any of the additional benefits
described in WAC 284-66-064 or offers standardized benefit plan K or L
as described in subsection (5) of this section, then the issuer shall
make available to each prospective policyholder and certificate hold-
er, in addition to a policy form or certificate form with only the ba-
sic or core benefits as described in (a) of this subsection, a policy
form or certificate form containing either standardized benefit plan C
or standardized benefit plan F.

(2) No groups, packages or combinations of medicare supplement
benefits other than those listed in this section may be offered for
sale in this state, except as may be permitted in WAC 284-66-064 and
284-66-073.

(3) Benefit plans must be uniform in structure, language, desig-
nation and format to the standard benefit plans listed in this section
and conform to the definitions in this chapter. Each benefit must be
structured in accordance with the format found in WAC 284-66-064 or in
the case of plans K or L, in subsection (5) of this section, and list
the benefits in the order shown. For purposes of this section, "struc-
ture, language and format" means style, arrangement and overall con-
tent of a benefit.
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(4) In addition to the benefit plan designations required in sub-
section (3) of this section, an issuer may use other designations to
the extent permitted by law.

(5) Make-up of 2010 standardized benefit plans:

(a) Standardized medicare supplement benefit plan A may include
only the basic core benefits as defined in WAC 284-66-064.

(b) Standardized medicare supplement benefit plan B may include
only the basic core benefit as defined in WAC 284-66-064 plus one hun-
dred percent of the medicare Part A deductible as defined in WAC
284-66-064.

(c) Standardized medicare supplement benefit plan C may include
only the basic core benefit as defined in WAC 284-66-064 plus one hun-
dred percent of the medicare Part A deductible, skilled nursing fa-
cility care, one hundred percent of the medicare Part B deductible and
medically necessary emergency care in a foreign country as defined in
WAC 284-66-064.

(d) Standardized medicare supplement benefit plan D may include
only the basic core benefits as defined in WAC 284-66-064 plus one
hundred percent of the medicare Part A deductible, skilled nursing fa-
cility care and medically necessary emergency care in a foreign coun-
try as defined in WAC 284-66-064.

(e) Standardized medicare supplement regular plan F may include
only the basic core benefit as defined in WAC 284-66-064 plus one hun-
dred percent of the medicare Part A deductible, the skilled nursing
facility care, one hundred percent of the medicare Part B deductible,
one hundred percent of the medicare Part B excess charges, and medi-
cally necessary emergency care in a foreign country as defined in WAC
284-66-064.

(f) Standardized medicare supplement plan F with high deductible
may include only one hundred percent of covered expenses following the
payment of the annual deductible set forth in (f) (ii) of this subsec-
tion.

(1) The basic core benefit as defined in WAC 284-66-064 plus one
hundred percent of the medicare Part A deductible, skilled nursing fa-
cility care, one hundred percent of the medicare Part B deductible,
one hundred percent of the medicare Part B excess charges, and medi-
cally necessary emergency care in a foreign country as defined in WAC
284-66-064.

(ii) The annual deductible in plan F with high deductible must
consist only of out-of-pocket expenses, other than premiums, for serv-
ices covered by regular plan F and must be in addition to any other
specific benefit deductibles. The basis for the deductible must be one
thousand five hundred dollars and will be adjusted annually from 1999
by the Secretary of the U.S. Department of Health and Human Services
to reflect the change in the consumer price index for all urban con-
sumers for the twelve-month period ending with August of the preceding
year, and rounded to the nearest multiple of ten dollars.

(g) Standardized medicare supplement benefit plan G may include
only the basic core benefit as defined in WAC 284-66-064, plus one
hundred percent of the medicare Part A deductible, skilled nursing fa-
cility care, one hundred percent of the medicare Part B excess charges
and medically necessary emergency care in a foreign country as defined
in WAC 284-66-064. Effective January 1, 2020, the standardized benefit
plans described in WAC 284-66-068 (1) (d) (redesignated plan G high de-
ductible) may be offered to any individual who was eligible for medi-
care prior to January 1, 2020.
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(h) Standardized medicare supplement benefit plan K 1is mandated
by the Medicare Prescription Drug Improvement and Modernization Act of
2003, and may include only the following:

(1) Coverage of one hundred percent of the Part A hospital coin-
surance amount for each day used from the 61lst through the 90th day in
any medicare benefit period;

(ii) Coverage of one hundred percent of the Part A hospital coin-
surance amount for each medicare lifetime inpatient reserve day used
from the 91st through the 150th day in any medicare benefit period;

(iii) Upon exhaustion of the medicare hospital inpatient cover-
age, including the lifetime reserve days, coverage of one hundred per-
cent of the medicare Part A eligible expenses for hospitalization paid
at the applicable prospective payment system rate or other appropriate
medicare standard of payment, subject to a lifetime maximum benefit of
an additional three hundred sixty-five days. The provider must accept
the insurer's payment as payment in full and may not bill the insured
for any balance;

(iv) Coverage for fifty percent of the medicare Part A inpatient
hospital ded